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Does this feel 
familiar??
What Is IPE? 
Interprofessional Practice and Education 
WHO: IPE is an experience that “occurs when 
students from two or more professions learn about, 
from, and with each other to enable effective 
collaboration and improve health outcomes" (WHO, 
2010). 
National Center adopted and adapted the WHO 
Definition: 
“two or more professions learn about, from, and with 













Core competencies for 
interprofessional collaborative 





• Improving the individual experience of care
• Improving the health of populations
• Reducing the per capita cost of care for populations 
(increasing value)
• Improving the work life of health care professionals, 
including providers and staff
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Bodenheimer and Sinksy (2014) From triple to quadruple aim: care of the patient requires care of 
the provider. Annals of Family Medicine. doi: 10.1370/afm.1713.
Berwick, Nolan and Whittington (2008)  The triple aim: care, health, and cost. Health Affairs. doi: 
10.1377/hlthaff.27.3.759.
How does effective interprofessional 




• Engaging the individual/ family/ community in the 
design and delivery of their own care
• Intentionally addressing bias and improving health 
equity
• Improving communication among team members 
leading to safer care
• Knowing who needs to be on the team so that the 
team can provide the right care, at the right time, in the 
right place to meet the patient’s needs
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Improving the Health of Populations
• Engaging communities to address 
comprehensive health needs – including 
“up stream” factors (social determinants of 
health)
• Co-creating local health care delivery 
together with the community to be served
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Increasing Value
• Engaging the patient and family in co-creating the 
care plan ensures that the patient gets the care 
they want and need – not more and not less
• Effective teams, communicating effectively can 
avoid duplication and redundancy
• Collective wisdom of an effective team ensures 
that the best current evidence is applied to deliver 
the most effective and efficient care
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Improving the Work Life of the Health 
Care Team
• Effective teams allow each member to work 
“at the top of their license” – doing the work 
they are best prepared to do
• Teams support each other through shared 
leadership, shared responsibility and shared 
accountability 
• Members of high functioning teams have less 
burn out, higher job satisfaction, and are less 
likely to be looking for a new position 
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By Necessity, COVID is Teaching Us Many Lessons: 
Teamwork, Collaboration, Coordination and 
Networking
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How does this apply to primary care 
practice transformation  and family 
medicine practice?
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Joint Principles of the Patient-Centered 
Medical Home: March 2007
• Articulated key concepts (personal 
relationship, whole-person care, coordination, 
quality & safety, enhanced access, payment 
reform) felt critical to high quality primary care
• Jointly signed by the AAFP, AAP, ACP, and 
AOA
• Formed the basis of early PCMH 
demonstrations and primary care elements of 
the ACA – although much has been learned, 
this is still a good foundation
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TransForMed National Demonstration: 
Crabtree et. al.
• 4 Key Questions:
– Can the model be built?
– What does it take?
– Can the model make a difference in care?
– Can the model be widely disseminated?
• Answer: Yes, it can be built, but it takes great 
effort, external support helps, and most 
practices need additional resources
• Good News – much can be accomplished 
even without larger health system reform
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University of Utah Care By Design: Day 
et. al.
• A structured transformation strategy in 10 
primary care practices
• Measured the impact of elements of PCMH 
redesign on outcomes
• Team Function correlated with 6 quality, 4 
patient satisfaction and 3 clinician satisfaction 
measure
• Clinician continuity drove appropriate access
• Tradeoffs occurred with structured visits and 
patient satisfaction, efficiency measures
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University of Colorado Primary Care 
Redesign: Smith et. al.
• Increased the ratio of medical assistants to 
clinicians from about 1:2 to 2.5:1, with 
expanded roles: enhanced rooming, in-room 
support (scribing), post-visit wrap-up and in-
basket support
• Associated with improved quality (screening, 
DM control), access (appointment availability) 
and clinician experience; staff burnout and 
staffing costs were stable
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A Cautionary Tale: West et. al. and 
Grumbach et. al.
• Burnout among physicians was over 50% even before 
the pandemic; less is known about other members of 
the healthcare team but it is not a problem limited to 
physicians.
• Burnout leads to poorer outcomes, increased costs, 
and negative impact on members of the workforce
• UCSF has demonstrated that interventions to 
implement team-based care (PCMH) risk improving 
physician burnout and satisfaction at the cost of other 
members of the team
• Can we mitigate this impact if the whole team is 
engaged in designing, implementing and assessing 
the transformation??
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Meanwhile, back at JFMA…
• Our transformation began over 20 years ago – IT 
TAKES TIME!
• We have evolved over time, as circumstances and 
resources have allowed
– Advanced access (Open Access Schedules)
– State PCMH Demonstration Project
– Medicare Shared Savings Program and CPC+ 
Demonstrations – Jefferson Health is “all in”
• Initially largely physician driven, a key change that has 
been a game changer in speed and effectiveness of 
transformation has been to create shared leadership 
and fully engage the ENTIRE team
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Knowledge Generation for Collaborative Practice 
Transformation and Education: The National Center for 
Interprofessional Practice and Education
• Minnesota NorthStar Geriatric Workforce Enhancement 
Program – James Pacala, MD, MS leading practice 
transformation to address critical geriatric screening, 
prevention and quality of life measures in family medicine
• JeffBeWell Integrated Behavioral Health – Christine 
Marschilok, MD is the physician lead of an interprofessional 
team working to expand and improve IBH in Jefferson primary 
care, including at JFMA
• The National Center is facilitating collection of standardized 
outcomes: interprofessional collaborative practice 
competencies, quality of local teamworking, and Quadruple 
Aim outcomes impacting individuals and populations to better 
understand what drives successful collaborative practice and 
interprofessional education transformation
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None of us can provide everything that any 
of our patients need….
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tiatives/PCMHJoint.pdf
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